This paper is the second to result from a one-year study at St. Thomas' Hospital, London conducted in 1965-6, a full report of which study (Bithell, 1968) has been presented to the Governors of the Hospital.
Any study of hospital waiting lists needs to distinguish carefully between statistics relating to patients on a waiting list at any time and those relating to patients admitted to or taken off the waiting list in a given period. For example, a sample of patients on a waiting list at a particular time will generally yield a different distribution of waiting times from that of patients leaving the list (for admission or otherwise) over a given period. This is because in the former case the patients have not completed their term of waiting and because, in addition, the longer such patients wait, the higher their chance of being included in the sample. (In some circumstances the one distribution may be estimated from the other, but the process is not straightforward and it is preferable to collect the data appropriate to the enquiry in hand.)
Simple counts of waiting list lengths are of the former, 'list-oriented' type. The St. Thomas' study, however, was mainly based on 'patient oriented' information (Bithell, 1969a) and this has resulted in analyses largely geared to the experiences of patients actually admitted to the hospital or removed from the waiting list. For this reason, the majority of this paper is concerned with information on the patients: only the next section refers to the actual sizes of the lists observed. Some organizational points are discussed in the last section.
WAITING LIST LENGTHs-GENERAL PICTURE Table I shows the waiting lists for certain specialties at the end of the study period (March 1966) . The total excludes private, maternity, and gynaecology patients, who did not feature in the study, and also orthopaedics, for the reasons discussed below.
Originally it was intended to study the lists through time by adding and subtracting admissions (Grundy, Hitchins, and Lewis-Faning (1956 ) noticed a dramatic reduction of the lists in the period of their detailed study of Cardiff hospitals.)
It is well known that many waiting lists contain considerable numbers of patients who will quite probably never be admitted to the hospital concerned. At St. Thomas' this was best exemplified by the orthopaedic specialty, in which list nearly 500 names were recorded. Consideration of the new patient rate and the average waiting time suggested that the effective list was only two-fifths of the whole and that it was superimposed on a pool of patients of some years' standing with no immediate prospect of admission. Precise figures were impossible to determine, however; as one list served all the hospitals in the Group, it was not clear which patients would be admitted to which hospital and the estimates necessarily relate to the Group as a whole.
General considerations in the management of waiting lists will be further discussed in the final 241 section. Quite apart from problems of accuracy, crude list lengths, taken without reference to the admission rates, are a poor guide to the size of the waiting list problem; a better measure is provided by the waiting times, discussed in the next section. Table I also shows the basic statistics on waiting time distributions for different specialties. The times exhibited no important differences between sexes. Plastic surgery patients clearly had to wait the longest-almost seven months on average. On the list as a whole, however, only half the patients had to wait over one month. The mean waiting time was 61 days, which compares favourably with the picture for the country as a whole: the figures in the Hospital In-Patient Enquiry for 1966 (Ministry of Health and General Register Office, 1968), using diagnostic frequencies as weights, gave an average of 85 days. Table II gives the mean waiting times for different age groups, and it is clear that there is a pronounced inverse relationship, children waiting longer and It was not feasible to examine differences in nonarrival rates between consultants, as there was considerable sharing of responsibility within firms. Among specialties, E.N.T. had appreciably the worst rate, with an especially high number of admissions 'prevented by commitments'; altogether 16% of these cases failed to come after the first communication.
WATING TIMES
As expected, the method of notification was found to be an important factor. Of the 241 patients first summoned by telephone or telegram, only 11 (4-4%) failed to come, in contrast to 12-7 % of those who were sent a letter.
It is interesting to examine the amount of notice given in the first communication calculated by subtracting the dates, and ignoring complications of postal delivery time. Comparison of the columns ofTable V shows that those patients who complained of 'too short notice' did indeed have significantly less notice than those who came, the mode being at two instead of three days, and the mean being around two days less.
There was a strong association between acceptance and time to the first letter; for those who accepted and arrived the mean waiting time was 53-9 (±1-2) days, while for those who failed to arrive it was 75-1 (+3-8) days. Moreover, the association persisted within the broad age groups shown in Table II and seems unlikely, therefore, to be due solely to the association with age already discussed above. However, patients who cannot accept the first offer of a bed necessarily spend longer on the waiting list; to disentangle cause-and effect it would be necessary to analyse response to subsequent communications in some detail.
BOOKED CASES
The Hospital In-Patient Enquiry defines a booked case as one given an admission date 'as soon as the necessity for in-patient treatment has been determined'. This is not as watertight as it may appear to be, as such a date may have to be altered subsequently, or the patient may be admitted as an emergency in the meantime. Even if the booked date is adhered to, it is possible that it was originally given only provisionally and subsequently confirmed. (Around 75% of cases marked 'booked' at admission received reminder communications.) This problem makes comparisons between booked and unbooked cases rather difficult.
Altogether there were 616 cases marked as 'booked' on arrival at St. Thomas' in the study year, i.e., 5'5% of all admissions. Those who are willing to remain on a short-notice list can be of material assistance to the smooth functioning of the hospital and they should arguably be rewarded by being given shorter average waiting times. It has been shown elsewhere (Bithell, 1969b) that the greatest benefit is obtained if patients wi-th lengths of stay that are long and predictable are booked, while patients with shorter and more variable spells are put on a short-notice list.
These points are particularly important now that many hospitals are starting to contemplate the use of computers for the administration of their waiting lists and bed complements. The power of the computer operating a logically planned system can remove a lot of the anomalies associated with some waiting lists in the past. SUMMARY The waiting lists at St. Thomas' Hospital are analysed using data from the 1965-6 In-patient Study. The emphasis is on the characteristics of the patients themselves rather than on the list sizes. Waiting times, for example, are examined and found to depend strongly on age, older patients being admitted more quickly. Proportions of patients failing to arrive when sent for are analysed by amount of notice, time on the waiting list, method of communication, etc. Booked cases are discussed, as are removals of patients from the lists. Some general conclusions about the organization of waiting lists are drawn.
